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RENOVATIONS A  
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(A) 
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ANALYSIS OF PROPERTY, PLANT AND EQUIPMENT ScheduleD-1 

Medicaid Provider Number 	 Reporting Period 
From: Through: 

Al l  ICFs-MR need onlyuse group (A). 


NFs that did not change provider agreement use group (A).
on or after 7/01/93 need only 

NFs thatdid change provider agreement on or after 7/01/93 use groupsand (B). 

GROUP 

Has there been any changein the original historicalcost of capital assets? YES 	0 NO e-]
If yes. submit complete detail. 

GROUP 

Complete for renovationsin use during costreport period reimbursable under OAC Rules 5101:3-3-51 and! 

Cost at Additions Net Book Value Accumulated Project Cost 
Beginning End of Period or Depreciation End of Period Amortization 
of Period Reductions ' (Cot 2 + Col3) End of Period [&I4 - Col5] thisperiod 

(1) (2) (3) (4) . (5). ' ...(6)  
9. 
10. TOTAL 

** Transfer TOTALof column 8 to Schedule D. column 3, line 12. 

JFS 02524 (REV. 1012002) 



CAPITAL  
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ADDITIONS I OR DELETIONS Schedule D-2AND 

Provider Name Medicaid Provider Number Reporting Period 
Through: From: 

.. ' 

Columns 12 and 13 are mandatoryonly in the eventof an asset deletion. 

Completion of this scheduleis optional if the detailed depreciation schedule submitted includes all
criterianoted in D-2 except for columns8 and 11. 

Asset Asset Date Method DateAcquisition Useful Ann&: Depreciation C/RPeriod Net 
Description Account acquired Disposed of c&t Life depreciation for Ending Accum Book Sales Gain or (Loss) 

Title MMIDbffY MMIDDNY Deprec. C/R Period Depreciation Value Price on disposal 

(1) (2) (31 (4) (5 )  (6). . (7) (8) .if, (9) (10) (11) (12) (13) 
.&lp 

' ,  I I
' 

" ,;. . 
,I .., 
,I. 'TOTAL 

c 
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Period Provider  Medicaid  
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Schedule E-1 
1 of2 

RETURN ONEQUITY CAPITAL OF PROPRIETARY PROVIDERS 

Number Name:Reporting Provider 
From: Through: I 

... 

JFS 02524 (REV. 10/2002) 



Equity 

Name Provider  Number  Medicaid  
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Schedule E-1 
20f2 

RETURN ON EQUITY CAPITALOF PROPRIETARY PROVIDERS 

ofProvider PeriodReporbing 
FrOm: Through: I 

Month 

1 2 3 4 5 ** 

on 36 Return I X I 
(Ref. Sch.A-3, line 12 co l .  5 )  

* Column# 8 - If the resultin Column 8, lines 23 - 34. is a negative figure, enter"0" on lines 23 - 34. Do not enter less than zero. 

* Maximum Return on Equityis $1.00 (see Instructions) 

INSTRUCTIONS FOR COMPLETING LINE NUMBER36 

Column # 1 Enter amount from Schedule E-1line 35column8. 

Column # 2 Enter numberof months in reporting period. 

Column # 3 Enter Rateof return Ratio, use4 decimal places to the rightof the decimal. 

Column # 4 Enter allowable capital days from Schedule
A line 6.2 column 1. 
Column # 5 Enter resultof the previous calculations or$1 .OO.whichever is less. 

JFS 02524 (REV. 10/2002) 
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Attachment 1 
1 O f 3  

REVENUE TRIAL BALANCE 

Provider Name Medicaid Provider Number 	 Reporting Period 
From: Through: 

'.i' 4 

. . . ,  
,c


*.. q; :: 

'*. ' ; *- " 
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Number  Provider  Medicaid  Reporting NamePeriod Provider 

REVENUEACCOUNT 

ENTERALNUTRITIONTHERAPY 

53 Barber And Beauty 
54 PersonalPurchases 
55 Radiology 
56 Laboratory 
57 Oxygen 
58 legend Drugs 
59belowOther - Specify 

- Residents 

Attachment 4.190 
Page 6115~of .& 

Page 25 

Attachment 1 
2 0 f 3  

REVENUE TRIAL BALANCE 

From: Through: 

Chart of  Total 
name Increase Account 

5340 

5350 
5360 
5370 
5380 
5390 

, 5 4 0 0 

1 

I Amount 4 

I 1 

I J 

Line 59 Other - Specify below 
Account Title 

I 

Total must tie to line 59, cot. 2 

JFS 02524 (REV. 10/2002) 



REVENUE  

Number  Provider  Medicaid  
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Attachment 1 
30 f3  

REVENUE TRIAL BALANCE 

Reporting NamePeriod Provider 
from 

Chart of Total 
ACCOUNTAccount NAME 

JFS 02524 (REV. 10/2002) 
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Attachment 2 
ADJUSTMENT TOTRIAL BALANCE 

Name of Facility Medicaid Provider Number Raporbing Period 
From: 

#e!
1'7 APPROVAL 
JFS 02524 (REV. 10/2002) SUPERSEDES 



and 
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Attachment 3 
MEDICAID COST REPORT SUPPLEMENTAL INFORMATION 

Provider Name Medicaid Provider NumberReportingPeriod 

Exhibit 1. 

Exhibit 2. 

Exhibit 3. 

Exhibit 4. 

Exhibit 5. 

From: 

As per the Cost Report instructions, any documentationrequiredby the department or neededto 
clarify individualline items (or groupings) mustbe submitted as hard copy and labeledasan 
Exhibit. To facilitate thereporting and review processof this submitted Cost Reportincluding 
Exhibits) thedepartmentrequiresthat Exhibits 1through 4 shall be standardized accordingto the 
following criteria. Exhibits 1 and 2 are requiredand will be labeled accordingly. Exhi t t i  3and 4, 
if needed, will also be labeledaccordingly. In certain situations, if Exhibits3and 4 art3 not 
applicable the correspondingExhibit number shallnot be used. Any other additional Exhibit 
attachedwill be labeledby number (beginning with5). Exhibits Ithrough 4 are resentedfor the 
specific items aslisted below. 

Please attachone copy of thefollowing: 

Facility trial balancethat detail the general ledger account namesas of December 31,20=. 

IF THE RECOMMENDED CHART OF ACCOUNTS PER OAC 5101 3-3-201IS NOT USED, 
IT IS THE RESPONSIBILITYOF THE PROVIDER TO RELATE ITS CHART OF ACCOUNTS 
DIRECTLY TO THE COST REPORT. (One copy witheach cost reportis required.) 

Complete and detailed depreciation schedulesin a format as defined on schedule D-2 
of this cost report. (One copy with each cost reportis required.) 

Home office trial balances the allocation work sheets that arerequiredto show how 
the home office trialbalance is allocated to each individualfacility’s cost report. 
Include: Account groupings for each home office account. The allocation procedures 
are pursuantto HCFA 15-1Chapter 21, section 2150 through section 2153. 
( I f  applicable - One copy witheach Cost Reportis required.) 

Copies of the Franchise Tax forms to support any Franchise Taxes reported. 
(If applicable - One copy witheach Cost Report is required.) 

Any other documentation which you feelis necessaryto explain your cost(s). You must 
identifyexhibits with cross references to applicable schedule and line number or item, 
example: Exhibit 5 references schedule C,line 8, col. 4. 

Failure to cross-referenceexhibits, to the applicable Cost Report schedule, line, and column, may 
qualify this report as being incomplete. Incompletefilings can resultIn penalties applied pursuant 
to OAC Rule 5101:3-3-20. 
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